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Abstract: In many areas of the developed world, contemporary hospital care is confronted 
by workforce challenges, changing consumer expectations and demands, fiscal constraints, 
increasing demands for access to care, a mandate to improve patient centered care, and issues 
concerned with levels of quality and safety of health care. Effective governance is crucial to 
efforts to maximize effective management of care in the hospital setting. Emerging from this 
complex literature is the role of leadership in the clinical setting. The importance of effective 
clinical leadership in ensuring a high quality health care system that consistently provides 
safe and efficient care has been reiterated in the scholarly literature and in various government 
reports. Recent inquiries, commissions, and reports have promoted clinician engagement and 
clinical leadership as critical to achieving and sustaining improvements to care quality and 
patient safety. In this discursive paper, we discuss clinical leadership in health care, consider 
published definitions of clinical leadership, synthesize the literature to describe the characteristics, 
qualities, or attributes required to be an effective clinical leader, consider clinical leadership in 
relation to hospital care, and discuss the facilitators and barriers to effective clinical leadership 
in the hospital sector. Despite the widespread recognition of the importance of effective clinical 
leadership to patient outcomes, there are some quite considerable barriers to participation in 
clinical leadership. Future strategies should aim to address these barriers so as to enhance the 
quality of clinical leadership in hospital care.
Keywords: management, hospital care, barriers, leadership, clinical leadership, discursive 
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Introduction
Globally, health care systems in the developed world continue to struggle with escalat-
ing demands for services and escalating costs. Service design inefficiencies, including 
outmoded models of care contribute to unsustainable funding demands.1 An example 
is the continuing practice in many settings to look to hospital emergency departments 
to provide what are essentially, primary health care services. While some progress and 
reforms have been achieved, numerous experts point to the need for further system 
change if services are to be affordable and appropriate in the future.2 They note that
[...] further change is still needed, despite years of progress in the quality of health 
care around the world. This transformation will require leadership – and that leadership 
must come substantially from doctors and other clinicians, whether or not they play 
formal management roles. Clinicians not only make frontline decisions that determine 
the quality and efficiency of care but also have the technical knowledge to help make 
sound strategic choices about longer-term patterns of service delivery.2





Effective clinical leadership has been linked to a wide range 
of functions. It is a requirement of hospital care, including 
system performance, achievement of health reform objectives, 
timely care delivery, system integrity and efficiency, and is an 
integral component of the health care system.2–4 Though most 
people are provided with health care within the community 
setting, hospital care continues to garner the bulk of funding 
and attract considerable attention in relation to care quality and 
related concerns. Indeed, hospitals are very costly and diverse 
environments that vary in size and complexity, determined in 
part by their overall role and function within the larger health 
care system. The services provided by individual hospitals are 
determined and driven by a number of mechanisms, including 
government policy, population demographics, and the politics 
and power of service providers.5
However, regardless of the differences, the clinical areas of 
the hospital are critical to all health care organizations, given 
that it is at this level where consumers principally engage with 
the hospital system. It is at this point where consumers are 
recipients of hospital care and where they witness and experi-
ence how the system functions, observing the strengths and 
inefficiencies of the health care system and conflict and col-
legiality between and among groups of health professionals. 
It is also at this point that clinicians, defined as any frontline 
health care professionals, have opportunities to fulfill leader-
ship roles. For consumers of health care to achieve optimal 
health outcomes and experience optimal hospital care, many 
believe effective clinical leadership is essential.
In this paper, we discuss clinical leadership in contem-
porary health care, definitional issues in clinical leadership, 
roles of hospitals in contemporary health care, preparation 
for clinical leadership roles, and the facilitators and barriers 
to effective clinical leadership in the hospital sector.
Clinical leadership in  
contemporary health care
The importance of effective clinical leadership in ensuring 
a high quality health care system that consistently provides 
safe and efficient care has been reiterated in the scholarly 
literature and various government reports.6–8 Recent inquiries, 
commissions, and reports have promoted clinician engage-
ment and clinical leadership as critical to improving quality 
and safety.9 As one Australian example, a key priority nursing 
recommendation of the Garling Report was that Nurse Unit 
Manager (NUM) positions be reviewed and significantly 
redesigned “to enable the NUM to undertake clinical leader-
ship in the supervision of patients […] to ensure that for at 
least 70% of the NUM’s time is applied to clinical duties.”8 
The remaining time could be spent on administrative and 
management tasks. In the more recent Francis report7 from 
the UK, a recommendation was made for similarly positioned 
ward nurse managers to be more involved in clinical leader-
ship in their ward areas. In the United States, clinical leader-
ship has also been identified as a key driver of health service 
performance, with the Committee on Quality of Healthcare 
suggesting considerable improvements in quality can only be 
achieved by actively engaging clinicians and patients in the 
reform process.10
However, leadership in health care is often very complex, 
and some authors claim it faces unique contextual challenges. 
For example, Schyve5 claims aspects of governance are sui 
generis in health care, noting
healthcare organizations also have a rather unique 
characteristic. That is, the chief executive is not the only part 
of the organization’s leadership that is directly accountable 
to the governing body. In healthcare, because of the unique 
professional and legal role of licensed independent practi-
tioners within the organization, the organized licensed inde-
pendent practitioners – in hospitals, the medical staff – are 
also directly accountable to the governing body for the care 
provided. So the governing body has the overall responsibil-
ity for the quality and safety of care, and has an oversight 
role in integrating the responsibilities and work of its medi-
cal staff, chief executive, and other senior managers into a 
system that that achieves the goals of safe, high-quality 
care, financial sustainability, community service, and ethical 
behaviour. This is also the reason that all three leadership 
groups – the governing body, chief executive and senior 
managers, and leaders of medical staff – must collaborate if 
these goals are to be achieved (Schyve 2009:35).5
While nursing is not specifically named in the above 
quote, we believe nursing to be implicit and integral to leader-
ship in hospitals. There is recognition of the challenges asso-
ciated with health care governance, evidenced by significant 
investment internationally in building systems for leadership 
development in health care.5,11 For example, the UK advanced 
leadership programs have been instituted and run for clinical 
leaders since 2001 by the National Health System Leader-
ship Centre,12 and there are some similar innovations in other 
countries (see, for example, Ferguson et al13). This points 
to the realization that the cost and consequences of poor 
clinical leadership greatly outweigh the costs and potential 
benefits of provision of formal programs to enhance clinical 
leadership capacity ideally in a multidisciplinary health care 
team context.12
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Indeed, across the health care sector, evidence exists of 
the need for clinical leadership to optimize care delivery. In 
addition to challenges associated with resources and demand, 
episodes of poor patient outcomes, cultures of poor care, and 
a range of workplace difficulties have been associated with 
poor clinical leadership,8,9,14 and these concerns have provided 
the impetus to examine clinical leadership more closely.
Definitional issues  
in clinical leadership
Within the health care system, it has been acknowledged 
that clinical leadership is not the exclusive domain of any 
particular professional group.15 Rather, all members of the 
health care team are identified as potential leaders.16 Like 
“leadership,” the concept of clinical leadership can be defined 
in a range of ways; and while a standard definition of clini-
cal leadership providing absolute agreement on meaning is 
not crucial to progress and is likely to prove difficult,17 it 
is useful to consider the various ways clinical leadership is 
conceptualized and presented in the literature. While effective 
clinical leadership has been offered up as a way of ensuring 
optimal care and overcoming the problems of the clinical 
workplace, a standard definition of what defines effective 
clinical leadership remains elusive.15,18 Indeed, in some ways 
it is easier to consider what constitutes poor or ineffective 
clinical leadership.
A secondary analysis of studies exploring organizational 
wrongdoing in hospitals highlighted the nature of ineffec-
tual leadership in the clinical environment. The focus of the 
analysis was on clinical nurse leader responses to nurses 
raising concerns. Three forms of avoidant leadership were 
identified:
placating avoidance, where leaders affirmed concerns but 
abstained from action; equivocal avoidance, where leaders 
were ambivalent in their response; and hostile avoidance, 
where the failure of leaders to address concerns escalated 
hostility towards the complainant.14 
These forms of leadership failure were all associated with 
negative organizational outcomes. Similarly, McKee et al 
employed interviews, surveys, and ethnographic case studies 
to assess the state of quality practice in the National Health 
Service (NHS); they report that one of the most important 
insurances against failures such as those seen in the Mid-
Staffordshire NHS Trust Foundation is active and engaged 
leaders at all levels in the system.14,19
Despite the definitional uncertainty, a number of writ-
ers have sought to describe the characteristics, qualities, 
or attributes required to be an effective clinical leader. 
Synthesis of the literature suggests clinical leader-
ship may be framed variously – as situational, as skill 
driven, as value driven, as vision driven, as collective, 
co-produced, involving exchange relationships, and 
as boundary spanning (see Table 1). Effective clinical lead-
ers have been characterized as having advocacy skills and 
the ability to affect change.20,21 As well, effective clinical 
leaders have been linked to facilitating and maintaining 
healthier workplaces,22,23 by driving cultural change among 
all health professionals in the workplace.24 To achieve 
these positive outcomes, clinical leaders need to be seen 
as credible – that is, be recognized by colleagues as having 
clinical competence18,25–27 and have the skills and capacity 
to effectively support and communicate with members of 
multidisciplinary clinical teams.18,25 Taking an individual 
perspective, effective clinical leaders require personal quali-
ties that reflect positive attitudes toward their own profession, 
have the courage and capacity to challenge the status quo, 
effectively address care quality issues, and engage in reflec-
tive practice.18,14 Pepin et al found that clinical competence, 
the capacity to lead a team, and being prepared to challenge 
the status quo were necessary skills for clinical leaders in 
one Canadian study.28 In an Australian study, findings indi-
cated that student nurses want clinical leadership attributes 
from their clinical preceptors to include being supportive, 
approachable, and motivating, while being effective com-
municators.29 Table 1 summarizes the characteristics of clini-
cal leadership and the attributes of clinical leaders distilled 
from the literature.
Despite acknowledging the lack of a standard definition 
of clinical leadership, the authors in one literature review 
identified common themes: 
[...] the ability to influence peers to act and enable clinical 
performance; provide peers with support and motivation; 
play a role in enacting organizational strategic direction; 
challenge processes; and to possess the ability to drive and 
implement the vision of delivering safety in healthcare.30
Many articles assert that clinical leadership is leadership 
provided by clinicians often recognized as clinical leaders. 
Indeed, an important driver of the move toward models of 
clinical leadership is the notion that clinical leaders “are the 
custodians of the processes and micro-systems of health 
care.”31 Stanley has contributed a summary of seven clinical 
leadership characteristics which includes factors such as 
expertise, direct involvement in patient care, high level 
interpersonal and motivational skills, commitment to high 





quality practice, and empowerment of others.32 In contrast to 
managerial leadership, which operates through hierarchical 
superior–subordinate organizational relationships, clinical 
leadership has a collegiate orientation and a focus upon the 
patient or service interface.11 While some clinical leaders 
may hold positions of positional authority, primarily the 
influence of clinical leaders stems from characteristics such 
as clinical credibility and the capacity for collaboration. 
While transformational leadership positions the leader as a 
charismatic shaper of followers,33 clinical leadership is more 
patient centered and emphasizes collective and collaborative 
behaviors.19,32,34
It is apparent that the “theory” of clinical leadership is in 
an early stage of development, and like leadership in general, 
in health there is very limited empirical support for specific 
approaches to enacting effective models. Edmonstone notes 
following the implementation of numerous clinical leader-
ship programs in the UK the little research undertaken 
has largely focused on program evaluation, rather than the 
nature or outcomes of clinical leadership.35 As the body of 
evidence continues to develop, some definitional clarity 
may be achieved.
Role of hospitals in contemporary 
health care
Globally, hospitals are under increased strain and scrutiny. 
Increased demands and fiscal pressures have increased the 
pressures on all health professionals as well as clinical and 
non-clinical staff. Hospitals, once seen as representing “health 
care,” are now recognized as dangerous places, particularly 
where the most vulnerable, such as children and  older people, 
are exposed to the risk and actual adverse clinical events. 
A number of nationally and internationally influential reports6–8 
have resulted in changes in visibility, scrutiny, and account-
ability in relation to hospital care. This scrutiny has increased 
the emphasis on the role of health professionals, including 
nurses, in monitoring standards, developing and evaluating 
better ways of working as well as advocating for patients and 
their families; and led to a substantial momentum in the quality 
and safety agenda, including the promotion of various strate-
gies such as promoting evidence-based practice.
In the hospital sector, the demands placed upon lead-
ers have become more complex, and the need for different 
forms of leadership is increasingly evident. To derive cost 
efficiency and improve productivity, there has been intense 
Table 1 The characteristics of clinical leadership and the attributes of clinical leaders
Leader characteristics Leader foci Leader attributes
Leadership as situational Context specific 
Diagnose microsystem issues
Directly involved in care 
Custodian of care processes and microsystems 
Reflexivity
Leadership as skill driven Challenge the process and affect change 
innovative problem solving
Clinical passion and credibility 
expert knowledge 
Courage
Leadership as value driven Faith and respect 
Heightened sense of responsibility
Professional identity 
Positive attitudes toward own profession
Leadership as vision driven Translate broader vision into point-of-care delivery 




Sees improvement opportunities 
Understands improvement techniques
Leadership as collective Complementarity 
Constellation of co-leaders
enabling others to act 
Advocacy skills 
Approachable 
works well in team
Leadership as co-produced All staff have responsibility to lead 
interdependent 
in interaction with others 
Networked
effective communicator 
Able to influence others to act 
inter-personal skills 
Ability to lead a team
Leadership as exchange  
relationships
Modeling the way 
inspiring a shared vision






Leadership as boundary  
spanning
Spans collegial, bureaucratic, interdisciplinary boundaries 
Links across point-of-care microsystems
Ability to work across teams 
Systems knowledge
Notes: Table distilled from: Clark 2012;31 De Casterle et al 2008;47 edmonton 2009;11 McKeon et al 2009;73 Stanley 2012;32 Patrick et al 2011;34 McKee et al 2013.19
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reorganization. Coupled with these reforms has been 
increasing attention upon improving safety and quality, 
with programs instituted to move attention beyond singular 
patient–clinician interpretations of safety toward addressing 
organizational systems and issues of culture.36 Arising from 
these reforms has been growing recognition that many 
assumptions of common leadership models are not well suited 
to delivering change at the point-of-care delivery or to assur-
ing increased clinician and patient engagement in decision 
making.3 Accordingly, there have been calls for a transition 
to a new phase of hospital leadership, one that places the 
clinical frontline and clinicians as crucial to leadership 
within organizations.13,37 This transformational shift in the 
conceptualization of leadership has seen debate move from 
managerial, senior leader, or singular leader interpretations 
of leadership to a focus upon clinical leaders and clinical 
leadership. In part, this shift has been in response to grow-
ing recognition that while designated leaders in positions of 
formal authority within hospitals play a key role in admin-
istration and espousing values and mission, such leaders are 
limited in their capacity to reshape fundamental features of 
clinical practice or ensure change at the frontline.11
There is considerable evidence to suggest nurses may 
experience dissatisfaction with the working environment in 
hospitals,38 with poor work environments impacting negatively 
on the delivery of clinical care and patient outcomes.39 In seek-
ing to understand this dissatisfaction, work engagement among 
nurses and other health professionals has been explored from 
the perspective of burnout and emotional exhaustion40–42 with 
work engagement conceptualized as a positive emotional state 
in which employees are emotionally connected to the work 
roles.43 While such studies have examined engagement with 
work from an emotional perspective, engagement can also be 
understood as a broader concept that includes an employee’s 
relationship with their professional role and the broader 
organization.44 This broader view on employee engagement 
ties in with the concept of organizational citizenship behavior, 
which captures discretionary behaviors that are not formally 
rewarded within the organization that help others, or are dis-
plays of organizational loyalty or civic virtue.45
The thrust of much recent attention upon attaining reform 
in hospitals through clinical leadership has positioned clinical 
leadership as a vehicle for improving clinician engagement 
in not only their own work, but also the care delivery micro-
systems in which they operate. This type of work engagement 
requires forms of citizenship behaviors that are focused upon 
improving clinical systems and practices. For individual 
clinicians, broader engagement within the organization with 
systems and processes requires the capacity for citizenship 
behaviors that are clinically focused and motivated, both at 
the level of one’s own work and also the broader network 
of relationships and systems. These forms of “clinical 
citizenship behaviors” require a fair and just work culture 
in which individuals can openly identify issues and work 
together toward solutions.45
Importantly, given that clinicians may not necessarily 
be employees of the hospital in which they work but self-
regulated and independent professionals who operate with 
a level of independence from typical employer–employee 
relationships, and who may have lower levels of commitment 
to the institution, understanding clinician engagement beyond 
the level of engagement with one’s own work, toward engage-
ment with the broader clinical quality and safety agenda 
within the organization has important implications for the 
success of clinical leadership agendas.46 A small sample study 
of head nurses in a large academic hospital47 reported the 
development of clinical leaders improved the quality of the 
nursing work environment through enhanced communication, 
increased responsibility and empowerment, improved patient-
centered communication, improved clarity and structure, and 
improved interdisciplinary collaboration.
Hospitals are complex socio-political entities, and the 
ability for engagement and leadership among clinicians can 
be hampered by power dynamics, disciplinary boundaries, 
and competing discourses within the organization. The ten-
sion inherent between clinical and administrative discourses 
is evidenced in the findings from the evaluation of clinical 
directorate structures in Australian hospitals, with close to 
two thirds of medical and nursing staff surveyed reporting the 
primary outcome of such structures was increased organiza-
tional politics.48 At the same time as there have been growing 
calls for clinical leadership, there is evidence from Australia 
that reform and restructure within hospitals has resulted in a 
loss of nursing management roles and functions.49 Despite a 
policy agenda to foster clinical leadership, there are reports 
that managerial imperatives can instead primarily focus upon 
fiscal efficiency or organizational political imperatives, with 
various factors colluding to silence concerns of clinicians.
Edmonstone11 cautions that without structural and cultural 
change within institutions, the move toward clinical leader-
ship can result in devolution of responsibility to clinicians 
who are unprepared and under resourced for these roles. 
Evidence emerging from the NHS suggests particular value 
in leadership coalitions between managers and clinicians.19 
 Further, strong clinician representation at Board level has been 
reported to make a difference to clinical engagement.35





Preparation for clinical leadership 
roles
There is also a concern that many health professionals may 
not be well prepared to understand the nature of leadership, 
or take on leadership roles because of the lack of content 
on leadership in undergraduate course curricula.50 These 
deficiencies have been recognized by professional organi-
zations and health service providers, especially in light of 
wide-ranging inquiries into the quality of health services 
in a number of countries.6,7,8 As a result, there have been 
efforts made to overcome these deficiencies in the prepara-
tion of health professionals. As Gagliano et al comment, 
there is some evidence that health service provider groups 
are attempting to address issues pertaining to leadership 
issues through design and implementation of leadership 
development programs.51
In the UK, a Medical Leadership Competency Frame-
work (MLCF) has been developed and embraced by 
professional medical bodies, regulatory authorities, and 
educational providers.31 Similarly, a Clinical Leadership 
Competency Framework has been developed from the 
MLCF for use across all regulated nonmedical clinical 
professions, with the aim to include competencies into 
undergraduate, postgraduate, and continuing professional 
education.52 Ellis et al note that even  with the establish-
ment of these frameworks and an acceptance of them as the 
“gold standard for developmental activities”53 for clinical 
leadership, other programs in the UK in the literature report 
an apprentice-style program targeting doctors in training 
and providing them with experiential learning opportuni-
ties with senior medical officers.54 Also, Leeson and Millar 
describe a leadership program for allied health professionals 
and nurses working in community and hospital settings in 
the UK that aims to build individual leadership capacity.55 
Such programs running alongside a national approach in 
some ways epitomizes the complexity of clinical leadership 
in health care.
Other countries have developed education and profes-
sional development programs in clinical leadership for 
doctors, nurses, and allied health professionals working in 
their respective health systems. Some of these programs 
have similar features to UK NHS leadership frameworks and 
associated strategies. For example, in New Zealand medical 
schools are working to provide leadership training in their 
undergraduate medical curriculum.56 In Australia, training 
programs are available to hospital medical registrars in teach-
ing hospitals.57 Opportunities for allied health professionals 
to engage in clinical leadership development programs offer 
similar opportunities for capacity building in leadership, 
especially in postgraduate training.58,59
Globally, the International Council of Nurses identifies 
leadership as one of the major considerations underpinning 
their activities and has established a Global Nursing Leader-
ship Institute as a vehicle for these activities.60 In addition 
to this global approach, local initiatives to enhance clinical 
leadership have been developed and implemented in a num-
ber of countries. Interestingly, while many countries have 
taken a relatively widespread approach to clinical leader-
ship development, in Australia, New South Wales Health’s 
response to the Garling report has been the “Take the Lead,” 
a program developed specifically for NUMs to enhance their 
clinical leadership skills through professional development 
activities.61 However, it must be noted that while effective 
clinical leadership is identified as a key issue to be addressed, 
and despite a number of strategies designed to enhance clini-
cal leadership, to date there are a lack of studies that show 
improvements in patient outcomes or outcomes for the health 
workforce as a result of these strategies. And, as Moscrop 
comments, “questions persist about what leadership means 
in medicine”.62
Facilitators and barriers to 
achieving effective hospital-based 
clinical leadership
Clinical leadership, if it is to be evident and successful, 
requires broader clinician engagement and forms of citi-
zenship behaviors within the clinical context that mediate 
the realization of this form of leadership. Much has been 
written in the organizational and health care literature about 
employee work engagement and the benefits derived through 
promoting work engagement.5,19 Similarly, organizational 
citizenship behavior is well rehearsed in the literature. 
Considerable evidence confirms positive associations 
between constructs such as job satisfaction, work perfor-
mance, improved productivity, and engaged employees.5 
 Organizational citizenship behavior has been defined as 
work-related behaviors that are discretionary, not related to 
the formal reward systems, and which promote the effec-
tive functioning of the organization. The types of behaviors 
commonly seen to form organizational citizenship behavior 
include altruism, courtesy, conscientiousness, and civic 
virtue,63 including acts such as helping those with a heavier 
workload, giving of one’s time to help others, not taking long 
lunch breaks, and completing tasks on time.64 The focus of 
attention on work engagement and citizenship behaviors, 
both within and outside of the health care literature, has 
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largely been upon the general construct of work engagement 
or disengagement with attention to work roles and tasks.46 
The turn toward clinical leadership requires attention to dif-
ferent facets of work engagement and citizenship behaviors, 
in particular the nature of clinical citizenship behavior as 
opposed to generic forms of these behaviors.
Despite the widespread recognition of the importance of 
effective clinical leadership to patient outcomes, there are some 
quite considerable barriers to participation in clinical leader-
ship. Such barriers are noted extensively in the literature and 
can include lack of incentives, lack of confidence, clinician 
cynicism, poor communication, poor preparation for leadership 
roles, curriculum deficiencies at undergraduate level in medi-
cine and health professional courses, experience as participants 
in poorly constructed clinical leadership programs, inadequate 
resourcing of development programs, poor leadership, lack 
of vision and commitment at the higher levels, perceptions of 
leadership as “other” and not core to a clinical practice role, 
poor interdisciplinary relationships, role conflict, and at times 
rejection of the “leader” role as unacceptable impost, resistance 
to change, and poor team work.2,12,50,65–67,69–71
Edmonstone35 cautions that the emphasis upon com-
petency-based leader development has done little to foster 
effective clinical leadership in the UK, despite its potential 
usefulness, and informative and summative evaluation of 
leader development. Although considerable discussion has 
occurred on the need for clinical leadership, and large scale 
pubic inquiries evidence the considerable patient harm that 
has occurred in the absence of such leadership,7,8 there 
continues to be a major disconnect between clinicians and 
managers, and clinical and bureaucratic imperatives. The 
debate over who is best positioned to lead service delivery 
and the place of clinicians in governance continues.
Conclusion
Effective clinical leadership is associated with optimal 
hospital performance. It is allied to a wide range of hospital 
functions and is an integral component of the health care 
system. Developing clinical leadership skills among hospital 
nurses and other health professionals is of critical importance. 
However, despite the widespread recognition of the impor-
tance of effective clinical leadership to patient outcomes, 
there are some quite considerable barriers to participation in 
clinical leadership. Future strategies should aim to address 
these barriers so as to enhance the quality of clinical leader-
ship in hospital care. As the focus on hospital performance 
intensifies, leadership to increase efficiencies and improve 
quality will be of increasing importance.
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